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We report the case of a patient with acute anterolateral myocardial infarction without ST
segment elevations and incipient cardiogenic shock due to complex high grade left main
(LM) stenosis and tight calcified ostial left anterior descending (LAD) artery stenosis.
Rotablation followed by stent deployment achieved a successful angiographic outcome
with no associated clinical complications. During 30 days follow-up, the patient remains
stable. An acute interventional approach in unprotected LM coronary stenosis is associated
with high procedural risk. Combining that procedure, i.e., rotational atherectomy, with
stent placement enhanced procedural success and clinical outcome in this case.
& 2012 The Czech Society of Cardiology. Published by Elsevier Urban & Partner Sp.z.o.o. All
rights reserved.1. Introduction
The incidence of significant left main coronary artery stenosis
(LMS) is 5% in chronic angina and 7% in recent myocardial
infarction (MI) [1,2]. Coronary artery bypass graft (CABG)
surgery is the revascularization procedure of choice in
significant LMS class IA [3]. Nevertheless CABG may not be
feasible in certain high-risk patients and alternate interven-
tion must be considered.
Percutaneous transluminal rotational atherectomy (PTRA)
using an abrasive burr selectively removes hard atherosclero-
tic tissue from the coronary artery. In recent years this
method has been used for the treatment of complex lesions
as an ‘‘enabling’’ procedure in lesions which cannot be pre-
dilated or traversed with a balloon, thus adequately preparing
for stent deployment.ch Society of Cardiology.
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. S abl).2. Case presentation
An 81-year-old female with a medical history of hypertension
and type 2 diabetes for the last 15 years on insulin was
referred to our cardiology for acute coronary syndrome
without ST segment elevations (NSTEMI). The patient had
experienced worsening of dyspnea and chest pain at minimal
exertion over the previous two weeks and, one day before
admission to a regional hospital, she experienced syncope
and angina at rest.
Upon admission to our department, the patient had angina at
rest, blood pressure of 90/50 mmHg, tachycardia at 105 bpm.
Echocardiography showed systolic dysfunction of the left
ventricle (EF 30%) and severe mitral regurgitation. ST segment
depressions of 2 mm in leads V4-V6 and transient STelevations
in leads V1-3 and aVR were seen on her resting 12-leadPublished by Elsevier Urban & Partner Sp.z.o.o. All rights reserved.
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Fig. 1 – Admission ECG.
Fig. 2 – Significant lesions of LAD and LCx, LAD—left
anterior descending, LCx—left circumflex.
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performed via the right radial artery revealed complex calcified
distal left main stem disease (LMS) of 80% with tight ostial
stenosis of the left anterior descending (LAD) and the left
circumflex (LCx) arteries (Figs. 2 and 3). The LCx also had a
proximal 70% eccentric lesion. The right coronary artery
(RCA) was anatomically dominant and contained only minor
irregularities. The flow was TIMI 2 in LAD and TIMI 3 in LCx
and RCA.
Cardiac surgery is not available in our hospital, and
transport for emergency CABG surgery was considered to bea high risk for this patient with hypotension and evolving
cardiogenic shock.
Our treatment strategy was percutaneous coronary inter-
vention (PCI) of the distal left main with provisional T
stenting. Intravascular ultrasound (IVUS) analysis of the
LMS was not considered in this case due to the patient’s
rapidly deteriorating hemodynamic status.
Initially an intra-aortic balloon pump (IABP), was inserted via
the right femoral artery. A 6Fr IL 3.5 (Terumo Corp., Tokyo
Japan) through the radial artery, was used to engage the LMS;
an intracoronary bolus of abciximab was administered and a
Pilot 50 0.014-in. wire (Boston Scientific Corp., Natick, Massa-
chusetts) was inserted into the periphery of the LAD. With
other wires, we were unable to cross this complex lesion. A
run-through floppy wire (Terumo Corp., Tokyo Japan) was
placed in the distal LCx. After simultaneous ‘‘kissing’’ pre-
dilation of the LMS using two 2.5 mm15mm Ryuijin balloons
(Terumo Corp., Tokyo Japan) inflated to 12 atm and dilatation of
the proximal LCx stenosis, we achieved better flow to the distal
LAD. Initially the proximal stenosis of the LCx was treated with
a Clearflex stent (2.75 mm19mm, 14 atm) (ClearStream Ltd.,
Ireland). We failed to cross through the LM into the LAD with
the stent even after new dilatations with noncompliant
balloons (NC Sprinter RX 2.75 mm15mm, 14 atm) (Medtronic
Inc., United States) (Fig. 4). Therefore we decided to perform
rotablation of the LM and ostial LAD. A floppy Rotawire (Boston
Scientific Corp., Natick, Massachusetts) was inserted into the
periphery of the LAD, coronary guide wires from LAD and LCx
were removed and with the 1.5mm-burr, we traversed the
lesion (Fig. 5). After rotablation we easily implanted a Coroflex
blue 3.0 mm16 mm, 16 atm, stent (B. Braun, Germany) from
the LM to the LAD. After ‘‘rewiring’’ of the circumflex artery
with an extra-support guidewire, we implanted another Coro-
flex blue 3.0 mm13mm stent in the ostium of the LCx, with a
simultaneously inflated Ryujin 2.5 mm15mm balloon in the
Fig. 3 – Calcified tight lesion of the LM (LM—left main stem).
Fig. 4 – Failure of dilatation with noncompliant balloon
(white arrow) (NC Sprinter RX 2.5 mm15 mm 14 atm,
Medtronic Inc., US).
Fig. 5 – Rotational atherectomy of the left main and proximal
LAD (white arrow).
Fig. 6 – Final result.
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procedure, the patient had relief from chest pain and was
hemodynamically stabilized.
We used 440 ml of contrast agent (Visipaque) with no
impact on renal function. Total fluoro time was 32 min. Bare
metal stents were used because of the possibility of earlier
stopping of dual antiaggregation therapy if necessary (rela-
tively high risk of bleeding in this patient).
Patient was observed in CCU with intermittent catechola-
mine support. We weaned patient from IABP after two daysand transferred her to catchment hospital after five days.
Mitral regurgitation and systolic dysfunction of left ventricle
remained same during discharge. Repeat coronary angiogra-
phy is planned in 6 months.3. Discussion
A. Gruentzig, who performed angioplasty of the LM in two of his
first five patients, discouraged LM angioplasty because of high
c o r e t v a s a 5 4 ( 2 0 1 2 ) e 2 1 3 – e 2 1 6e216mortality [4,5]. Good results have been reported for unprotected
LM PCI in-low risk patients. Park et al. reported LM stenting in 42
patients (mean age 54 years, ejection fraction 56%), with 100%
procedural success rate, no in-hospital mortality and 2.3%
mortality during 6 months’ follow-up [6]. In acute MI, unpro-
tected LM PCI has a very poor prognosis, but in the majority no
other reasonable option is available. In the ULTIMA registry, Ellis
et al. reported 107 unprotected LM PCIs, of whom 16 had
intervention for acute MI, with technical success in 75% patients
and in-hospital mortality of 68% [7].
The degree of resistance of calcified lesions is difficult to
predict angiographically. High pressure inflations in calcified
vessels can result in dissection, intramural hematoma,
perforation, rupture and all their sequelae. Therefore, utmost
care must be taken before attempting maneuvers such as
this. The common use of undersized balloons today for pre-
dilation may lead to a false sense of comfort occasionally
when they expand adequately, whereas the larger stent may
not. The cutting balloon can provide plaque modification to
allow inflation of resistant lesion with regular noncompliant
balloons even though it may not cause yielding itself. Other
reasonable strategy for calcified resistant lesion is plaque
modification with rotational atherectomy as in this case.4. Conclusion
PCI of the LM is not routinely recommended, and bypass
surgery should always be considered before attempting high-risk maneuvers. Nevertheless in certain subgroups of high-
risk patients, PCI may be a life-saving procedure. Similarly,
percutaneous transluminal rotational atherectomy does not
improve long-term outcomes. However, it is helpful for
enabling treatment of specific complex lesion subtypes, and
for some patients its use is vital, as demonstrated in this case.
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